Sample Claim and Provider Documentation

This day care receipt contains the items the Internal Revenue

Code requires:

1. Iltissigned by the provider of service - "' Ima S ittesr

2. It contains a description of the services - "'day care services"

3. Itexplicitly lists "'4-1-2007 to 4-30-2007"" as the range of the
dates that the day care was provided.

4. Itincludes the amount charged for the day care "'$400.00"";
not necessarily the amount paid.

5. Itidentifies the person for whom the day care was provided -
"Mawy Riddick”

Day care documentation must contain all of these items in order

to be processed.

We must be able to identify the participant

I' | provided day care services for Mike Rioorck

From Aprue 1, 2007 through APRri 30, 2007

The fee charged for these services was $400

Siened Tuen Setes
Ima Sitter
123 Main Street
Columbia, MO 65203
S5M 123-45-673%

CLAIM FORM
v Please read requirements on reverse side v

Riovick, Joun, M. ASI 123-45-6789
Sodal Security Nimber of
employee 1D (EID) as appropriate

Last Name, First Name, M (Please Print) Emgloyer

123 SmiThvitLe Way Cotumaia, MO 65203
Srreet Address City, State, Zip
Dependent Care Assistance (day care, babysitting, etc.)
Dependent care expenses must be for a dependent who is incapable
| Duates Care Provided
Name of Dependent | 82¢ From To'

Mary 13 [ April 1 | April 30 | Tma Sitier, 201 W. Bro
| . | | | | MO TIN 12-3456789

[ self care or under the age of 13 at the tune the care was providg

Cost for Care
Penod AS] usgdly

Columbia | 5400.00

Total Dependent Care Amount Requested S400.00
T provided the dependent care as stated above e Fiteer V3007 123456789
Care Provider's original sigrature Date SSANTax ID#
) ) _ Unreimbursed Medical Benefits )
Dhate Medical General Modical Expense Relation. | Amount that is
Care Name of Medical Description. Include medical Patient Name | - 2 your
| Provided” | Provider | condition for over-the-couster items. | | P | responsibility | ASE use only |
| 2f1gf2007 | I WiL SeE | Ere Exam | donn | SELF | 10.00

Total Medical Amount Requested * $10.00

Please arrange documentation in order listed above,

“Claims for Tuture services will not be accepted

i of thas form were

pending Plan with re penses and that the

ce. Any Dependent © expenses claimed

self he undersigned fully understands that he or
s clmm ded 2

¢ under the Plan,

x on amcunts paid from the Plan which relate to such expense

2/15/2007

Deate
— Mail or FAX to ASI ALONG WITH
SUPPORTING DOCUMENTATION
E-mail: s @asiflex. com
Intermet hetp:fwww asflex com

payment is claimed

ay be liable for

Separate dependent care documentation is not required if
the provider signs the form after the dependent care
section is completed.

[ William 3ee, MD

Ophthalmology
2020 Bewm our
Crystalview, MO 65201
Hervice Charge
Drate Description for Betvices

APRIL 16™, 2007 EYE EXAM $10.00

Patient’s Name:  JOHN RiDdIcK

The participant must sign the claim form.

Every request and all documentation must
contain all the items shown in blue

This health care service statement contains the items the

Internal Revenue Code requires:

1. Itidentifies the provider of service - "'I. William
See, MD"

2. It contains a description of the services - "Eye

Exau’

3. It explicitly states the date of the eye exam -
""February 16, 2007"

4. ltincludes the amount charged for the exam
""$10.00""; not necessarily the amount paid at the
time of service.

5. Itidentifies the person receiving the eye exam -
"Jo#n Riooick"

Medical documentation must contain all of these items

in order to be processed.




